IBLIOTHECA 
EDICA 


VOL. 5 NO.4 1983 ISSN 0707-3674 


The Bibliotheca Medica Canadiana is 
published 5 times per year by the 
Canadian Health Libraries Association. 
Opinions expressed herein are those of 
contributors and the editor and not 
the CHLA. 


Bibliotheca Medica Canadiana est 
publié cinq fois par année par 
l'Association des Bibliothéques 
de la Santé du Canada. Les 
articles paraissant dans BMC 
expriment l'opinion de leurs 
auteurs ou de la rédaction et 
non pas celle de 1'Association. 


BIBLIQTHECA MEDICA CANADIANA 


vor. 5, NO. 4 1934 
112. From the Editors 
113. From the President 
114 Un mot de la présidente 
115 The Canadian Drug Approval Process 
- Dr. Ian W. D. Henderson 
119 5th International Congress on Medical 
Librarianship 
120 Le processus d'approbation des wédicaments 
au Canada 
- Dr. Ian W. D. Henderson 
125 The Iowa Drug Information Service and MEDLINE: 
A comparison of their potential usefulness in 
answering selected drug information questions 
- Verona Hall and Elizabeth Foy 
130 Clinical Librarianship: the evolution of a 
new role 
+ Joanne Marshall 
133 From the Health Sciences Resource Centre 
~- Marilyn Schafer 
134 Du Centre bibliographique des sciences de la 
santé 
- Marilyn Schafer 
135 WHO Travel Fellowship: a report 
- Kathy Eagleton 
137 Bibliothéques ... sans usagers 
- Maryse Boyer 
139 CLA Interest Group on Library Services to 
the Disabled - Canadian Library Association 
140 Wearing Two Hats - Librarian/Manager: 
report on the UNYOC Meeting 
- Susan Murray 
142 Chapter Reports 
- Health Library Association of B.C. 
- Manitoba 
143 84 CONGRES DE 1'ABSC 
84 CHLA CONFERENCE 
144 NEW PUBLICATIONS 


INFORMATION FOR CONTRIBUTORS/AVERTISSEMENT AUX AUTEURS 


The Bibliotheca Medica Canadiana is a vehicle for providing an increased communica- 
tion among all health libraries and librarians in Canada, but has special commitment to 
reach and assist the smaller, isolated health library worker. Contributors should con- 
sult recent issues for examples of the types of material and general style sought by the 
publication. Queries to the editor are also welcome. Bibliographic references should 
confora to the format used in the Bulletin of the Medical Library Association whenever 
possible. Submissions in English or French are welcome, preferably in both languages. 


Editorial Address / Rédaction Subscription Address / Abonnements 
Bibliotheca Medica Canadiana CHLA 

c/o Mrs. Bonita A, Stableford Box 983 

Chief, Library Services Station B 

Health Protection Branch Ottawa, Ontario KIA 5R1 


Health and Welfare Canada 

Sir Frederick G. Banting 
Research Centre 

Tunney's Pasture 

Ottawa, Ontario KI1A OL2 


Bibliotheca Medica Canadiana veut améliorer 1a communication entre toutes les biblio- 
théques eux-mémes mais plus particuliérement rejoindre et aider ceux qui oevvrent seuls 
dans les petites bibliothéques. La rédaction recevra avec plaisir commentaires et opin- 
ions. A ceux qui voudraient participer &@ la rédaction, on sugére de suivre pour les 
références bibliographiques le format utilisé dans le Bulletin of the Medical Library 
Association. Les articles, en francais ou en anglais sont les bienvenus, mais il serait 
préférable de les rédiger dans les deux langues. 


PUBLISHING SCHEDULE 1983/34 CALENDRIER DE PUBLICATION 


The deadlines for submission of Les dates limites pour des articles 
articles to v.5 are as follows: pour les envois 4 paraftre: 
535 April 6, 1984 5:5 6 avril 1984 


112 


FROM THE EDITORS 


On a brilliant February day, Ottawa is at its busiest. The federal budget date has 
been set for mid-February, and plans for the installation of Canada’s first woman Governor 
General are underway. Recently introduced legislation, such as the proposed Security 
Service bill, divorce legislation amendments and the Canada Health Act, are causing a 
strong and vocal reaction in all quarters. But more importantly, Winterlude, Ottawa's 
week-long festival in honour and defiance of winter, is now in full swing--complete with 
ice sculptures, hockey matches between Members of Parliament and skating along seven kilo- 

@tree of frozen Rideau Canal through downtown. 


In the midst of all this, its difficult to tear oneself away and put pen to paper 
for a new issue of BMC. But, the transition is made much easier by the excellent art- 
icles submitted from across the country. 


In the last issue, we began @ series of articles on drug information in Canada and 
this theme continues in the present issue. Dr. Ian Henderson of Health and Welfare 
Canada has written a thoroughly readable, detailed description of the Canadian drug 
approval process. This article demystifies this complex process and contrasts the Can- 
adian and, perhaps more well-known, American system. A full translation of this article 
has been provided. From Halifax, Verona Hall and Elizabeth Foy compare the usefulness 
of two online drug information services. Their findings will be valuable to other 
libraries in searching for drug-related information. 


In addition, several articles on a variety of more general topics are also included. 
Joanne Marshall updates her previously published bibliography on clinical librarianship. 
Kathy Eagleton provides a delightful account of her visits to British health libraries, 
as sponsored by the World Health Organization. WHO may soon find itself overwhelmed 
with Canadian applications for this worthwhile programme. - 

Last 
but not least, there are reports from CHLA chapters, trom ASTED's Section de la santé, 
and from two upcoming conferences. 


And now its time to don the skates, brave the cold and celebrate. See you next 
spring--if we survive! 


DEBORAH BAILLIE BONITA STABLEFORD 
ASSISTANT EDITOR EDITOR 


e * * * * * * 
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FROM THE PRESIDENT 


~- BARBARA GREENIAUS 
President, CHLA 


To all of you who took the time to complete the questionnaire in the last issue, 
thank you. For those of you who meant to fill it in but didn't get around to it, we're 
still anxious to hear how you feel about the timing of future annual meetings and about 
the proposed newsletter. Please hunt up the last BMC, tear out that page and put it in 
your in-basket. It's much more likely to be wailed from that position than from the 2 
middle of the pile of journals on your book case. 


I was delighted to read that Bea Robinow has joined David Crawford and Babs Flower 
on the CANHEALTH team. We must continue to support and assist them with this exemplary 
work. It was with pride that I added CANHEALTH to the reading list of a course I am 
teaching called Working in a Health Science Library. CANHEALTH is making my job easier - 
I hope it's doing the same for you. 


All of the Board members are packing up their kit bags and heading to Toronto next 
week. Sandra Langlands’ bag may be an especially full one, what with the diapers and 
bottles and all. We send our best wishes and congratulations to Jim and Sandra on the 
arrival of Laura MacKenzie. 


The agenda is such a long one that we have decided to spread the meeting over two 
dayg. In addition to the routine affairs of the Association, we will be discussing 
Frances Groen's work attracting funding to support the attendance of librarians from 
the developing world at the Fifth International Congress on Medical Librarianship. Claire 
Callaghan will be at the meeting with an up-to-date report on the conference plans for 
June. 


The CHLA Executive Manual which Ann Manning has produced will be given its final 
approval. Ann's hard work on this document will continue to pay off for years to come; 
it clarifies and defines the role of each member of the Executive and eliminates uncert- 
ainties about spheres of responsibility. 


For conference planners of the future, Marilyn Hernandez has written a comprehensive 
guide to the terms of reference of the Annual Conference Planning Committee which will 
be reviewed for the first time. The Board will consider a new design for the cover of 
BMC, review a proposed application for funding assistance, hear Chapter and Committee 
reports, evaluate criteria for special awards, make nominations for representatives to 
the Health Sciences Resource Centre Advisory Committee, and evaluate the response of the 
membership to a newsletter and scheduling of annual meetings. s 


And then of course, there will be shopping at the Eaton Centre and the best Indian 
food in Canada. Toronto is such a great place to have a meeting--I'm already looking 
forward to going back in June. 
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UN MOT DE LA PRESIDENTE 


- BARBARA GREENIAUS 
présidente ABSC 


Je tiens & remercier toutes les personnes qui ont répondu au questionnaire dans le 
dernier numéro. Si vous aviez 1'intention de répondre, mais que vous ne l'avez pas encore 
fait, il est encore temps de nous laisser savoir ce que vous pensez de la date des assem- 
blées annuelles et de la publication d'un bulletin. Nous serions bien contents de con- 
gitre vos idées & ce sujet. 


J'ai été trés heureuse d'apprendre que Bea Robinow travaille avec David Crawford et 
Babs Flower au sein de l'équipe CANHEALTH. Nous devons continuer 4 appuyer ce beau trav- 
ail. Je suis bien fiére d'avoir ajouté CANHEALTH & la liste bibliographique du cours que 
j'enseigne sur le travail dans une bibliothéque des sciences de la santé. CANHEALTH rend 
ma t&che plus facile - et la vétre aussi, je l'espére. 


Tous les membres du Bureau de direction préparent leur valise en vue de la réunion 
de Toronto la semaine prochaine. La valise de Sandra Langlands sera joliment bien remplie: 
couches, biberon et le reste. Félicitations et meilleurs voeux 3 Jim et Sandra & 1'occa— 
sion de la naissance de Laura MacKenzie! 


L'ordre du jour est si long que nous avons prévu deux journées pour cette réunion. 
En plus des affaires courantes de l'Association, nous allons passer en revue le travail 
de Frances Groen en matiére de financement de la participation des bibliothécaires des 
pays en voie de développement au cinquiéme congrés international de bibliothéconomie méd- 
icale, Claire Callaghan assistera 4 la réunion et présentera un rapport sur la prépar- 
ation de la conférence en juin. 


Le manuel administratif de 1'ABSC mis au point par Ann Manning recevra un assent- 
iment définitif. Le travail ardu accompli par Ann portera fruit pendant des années; ce 
document énonce et définit le réle de chaque membre de la direction et élimine les ambig- 
uftés en matiére de mandat. 


Marilyn Hernandez a rédigé,& l'intention des organisateurs de conférences 4 venir, un 
guide global du mandat du comité de planification de la conférence annuelle, qui sera 
examiné pour la premiére fois. Le Bureau de direction étudiera une nouvelle couverture 
pour le BMC, examinera une demande d'assistance financiére, recevra des rapports de 
sections et de comités, évaluera des critéres d'attribution de prix spéciaux, proposera 
des représentants au sein du comité consultatif du Centre bibliographique des sciences de 
la santé, puis fera le bilan des réactions des membres quant au bulletin et la date des 
assemblées annuelles. 


e Bien sir, il y aura aussi du magasinage au centre Eaton et les meilleurs mets indiens 
au Canada. Toronto est une ville si agréable pour la tenue d'une réunion - j'ai déja hate 
d'y retourner en juin! 
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’ THE CANADIAN DRUG APPROVAL PROCESS 


- DR. IAN W.D. HENDERSON 
DIRECTOR 
BUREAU OF HUMAN PRESCRIPTION DRUGS 
HEALTH PROTECTION BRANCH 
BEALTH AND WELFARE CANADA 


The Canadian Narcotic Control Act, the Canadian Food and Drugs Act and the associat 
Regulations control the testing and the sale of drugs under various degrees of stringency 
thet is proportional to their potential for public misuse and their proclivity to produce 
a wide variety of adverse effects in users. In general terms, the Food and Drugs Act 
controls the manufacture and sale of drugs but not their ultimate use in patients. One 
class of druge can be made exempt from all provisions of the Food and Drugs Act; these 
are often referred to as Emergency Drugs in that they may be urgently needed for the 
treatment of a Canadian patient for whom other forms of drug therapy, already available 
in Canada, have not been successful. 


Non-Prescription Drugs 


In Canada unlike the U.S.A., there are two categories of non-prescription drugs. 
The first of these is a heritage from the now-repealed drug class which was for many 
years referred to as "patent medicine". Prior to 1977, such medications or drugs were 
“protected” in that the manufacturer was not required to list even the active ingredients 
on the accompanying label. For this reason they were sometimes referred to as “secret 
remedies". This is no longer permitted inasmuch as ali drugs whether of natural or 
synthetic origin that are now granted a "general public" (GP) number, and which may be 
sold either in pharmacies or in non-pharmacy outlets (for example, supermarkets), are 
fully labelled. GP drugs are considered safe and effective for a wide variety or range 
of minor, self-limiting illnesses that are often accompanied by a multitude of unpleasant 
symptoms that need some temporary relief. 


The second class of non-prescription drugs in Canada is confined to sale within 
pharmacies. These too are fully labelled and some may be sold with an accompanying 
descriptive leaflet for the information of users. In some instances, the drug may not be 
displayed on an open pharmacy shelf, but is available only on request personally from a 
professional pharmacist. Some examples of pharmacy-only over-the-counter drugs (OTC's) are 
cough syrups containing codeine or dextromethorphan, the pain reliever acetaminophen 
(Tylenol, Tempra, Atasol), or certain oral mixtures of decongestants and antihistamines. 
Medicines sold only in pharmacies do not carry the GP designation but rather a drug 
identification number (DIN). It should be emphasized that juriadiction over actual drugs 
within pharmacies is a provincial responsibility which is administered under the variowg, 
pharmacy acts across the country. 


A manufacturer of a drug that may be suitable for non-prescription status usually 
starts by writing a short letter to the Health Protection Branch asking for a "status 
decision", This is provided after a short delay during which officials check the nature 
of the proposed ingredients and compare the new product against similar items already on 
sale in Canada. Naturally, very similar products are treated in a nearly identical manner. 
1f further scientific information is needed concerning any aspect of the manufacturing 
process or the safety of any ingredient, the manufacturer is asked to supply this before 
a final decision is reached within the Health Protection Branch. One of the important 
aspects of over-the-counter or non-prescription drug clearance is provision of adequate 
labelling for the consumer. Full safety (toxicology) and efficacy data are rarely required 
for GP's and pharmacy—-only (DIN) drugs but these can legally be requested if there is a 
specific need for them. 
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Prescription Drugs 


The next level of drug control relates to prescriptions which must be issued by a 
medical or dental practitioner before certain classes of drugs may be sold (dispensed) 
by a pharmacist. The following criteria are generally used to determine whether or not 
a drug needs be included in the prescription drug category. 


Drugs are listed in the comprehensive Schedule F (Prescription Drugs) with or with- 
out “exemptions” 41f: 


a) their safe and effective use requires individualized professional instructions or 
direct practitioner supervision; 

b) there is only a narrow margin between the therapeutic and the toxic dosage; 

t) they possess an accepted potential to cause, or have been known to cause worrisome 
alarming or severe side effects, or adverse reactions; 

d) they are known to induce toxicity in experimental animals, and have not been in clin- 
ical use for a sufficient period of time to establish the pattern or the frequency of 
long-term toxic effects in humans; 

e) they are drugs that are indicated for disease states or disorders easily misdiagnosed 
by the (lay) public. Corollary: OTC drugs should be suitable for self-treatment of 
disease states or disorders which can be easily and accurately self-diagnosed by lay 
persons; 

f) they are drugs that have contributed, or are likely to contribute, to the development 
of resistant strains of micro-organisms in human subjects; 

g) they are drugs for which unsupervised distribution chas engendered, or is likely to 
engender, harmful non-medical use; 

h) the therapeutic benefits of the drug occur as a result of a pharmacological effect 
that adversely affects a number of bodily functions that need monitoring during this 
period of administration. 


For drugs that are considered safe and effective when supervised by a physician but which, 
at the same time, have a relatively low potential for misuse or abuse, the order for the 
supply may be either written on paper (a prescription) or phoned in to the pharmacy by 
the practitioner. Such prescriptions are often marked "repeat X number of times” or 
4 repeat can again be phoned to the pharmacy on behalf of the patient. Examples of pre- 
scription-only drugs include antibiotics, oral contraceptives, anti-arthritics (anti- 
inflammatories) or steroids (cortisonelike creams). It must be realized, however, that 
the borderline between OTC and prescription drugs is sometimes fuzzy in that low doses 
of some drugs are quite safe and may be sufficiently effective to ameliorate minor ill- 
nesses, whereas high doses of the same drug that are needed for more serious levels or 
types of illnesses may have to be prescription controlled. A typical example of this is 
codeine which in small doses (8 mg or less per dose) may be sold in Canada without a 
scription but in higher doses needs a prescription. Likewise, there is considerable 
lic and industrial pressure for non-prescription status for 4% hydrocortisone cream 
although strengths above this will remain on prescription. 


The Drug Regulatory Process for a Prescription Drug 


The manufacturer who wants to market a new prescription drug is of two types. The 
first is a research-oriented manufacturer usually part of a multinational company, who 
wants to introduce a new therapeutic entity to the Canadian market for say, high blood 
pressure or arthritis or glaucoma. The company will already have carried out a number 
of controlled clinical trials involving a few hundred to a few thousand patients, before 
requesting from the Heaith Protection Branch a “Notice of Compliance" which is the 
Canadian form of a marketing licence. The scientific data covering the many years of 
research already completed may well comprise hundreds of volumes (each over 6 cms thick) 
all of which have to be carefully evaluated by the professional staff of the Bureau of 
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Human Prescription Drugs. A similar procedure occurs in the Bureau of Biologics for 
certain drugs euch as vaccines which are derived from animal sources, and of course, 
in the Bureau of Veterinary Medicine for drugs destined to be used only in animals. 


The second type of Canadian manufacturer is “generic” in nature. Under a special 
provision of Canadian law a drug manufacturer can apply to the Department of Consumer 
and Corporate Affairs for a “compulsory licence" that in effect exempts him from needing 
the patent protection that covers new inventions or discoveries. With a compulsory 
licence the generic manufacturer can import already manufactured bulk drug and sell it 
in finished form usually at a price below that of the originator. For this privilege uf 
generic manufacturer pays a 4% royalty to the patent holder. Under provincial laws gov- 
erning pharmacy, provinces may authorise pharmacists to substitute the less expensive gen- 
eric drugs for the originators products. The testing required for a generic "copy" drug 
is very much less than that required for the original product. 


An important aspect of prescription drug clearance is compilation of a Product Mono- 
graph. This is a scientific document, devoid of all advertising claims, which the manu- 
facturer must make available to health professionals on request. The Canadian Product 
Monograph system for new drugs is probably the wost highly developed in the world. The 
Canadian document is not uncommonly used by manufacturers as the basic text that is later 
translated into different languages as the drug is exported overseas and is used by the 
World Health Organization as a basic text that is provided to the developing world on 
request. 


Controlled Drugs 


Within the Food and Drugs Act there is a schedule of drugs (Schedule G) for which 
there is considerable potential for misuse or even abuse. Examples of such drugs include 
the various forms of amphetamines (speed) and a wide family of sedatives and sleeping 
pills such as the barbiturates. Special controls over this class mean very careful record 
keeping by the pharmacist and files that are maintained by the Federal Government. These 
‘controlled’ drugs can be ordered by means of a medical prescription only for patients 
under direct medical supervision and what is more, the patients must be suffering from a 
disease for which these drugs are medically indicated. Certain of the amphetamine drugs 
which are deemed to be especially dangerous are indicated for a very small number of 
human diseases. 


If a physician orders the drugs outside that list, he may be questioned by the Bureau 
of Dangerous Drugs that possesses a record of every prescription written by Canadian 
physicians on each one of these scheduled drug products. Under these circumstances a 
physician may have to provide the medical record of the patient for whom the Schedule G6 
drug was prescribed, justifying its use. If it is decided that a physician is misusing 
these drugs which have a potential for misuse and addiction, the physician's right to 
prescribe thew can be removed for either a short period of time or on a permanent basis. 
Such a step is taken on a number of physicians each year after full consultations have 
been carried out with the provincial Colleges of Physicians and Surgeons (in Quebec, La 
Corporation Professionelle). 


Narcotic Drugs 


Narcotic drugs are a law unto themselves. The controls over the physician are very 
similar to those that are imposed for controlled drugs, but there are certain specific 
provisions that have been developed in order to prevent as far as possible any misuse, 
abuse, or diversion to non-medical use. Unlike ordinary prescription drugs that can be 
phoned in from physician to pharmacist, narcotic drugs require a written prescription for 
each supply. There is one exemption to this rule to cover commonly used drug mixtures 
that have a narcotic component, but from which the narcotic cannot readily be removed for 
the purpose of misuse. Orders for these can be phoned in to the pharmacist. An example 


118 


of such exemption of narcotic preparations is a number of cough mixtures that contain 
codeine or codeine derivatives that are needed for severe coughs, or certain pain reliev- 
ing analgesics needed to control severe discomfort or pain. Narcotic prescriptions can- 
not be marked “repeat” so that patients must receive a new prescription before further 
supplies are made available. 


Pharmacists must keep very strict records of all narcotic doses dispensed and even 
in hospitals the ward nurses must keep a record on every shift of the number of narcotic 
doses on hand. A physician can have a small supply of narcotic drugs in his emergency 
bag, or in his office for emergency purposes, and he may provide smal] amounts (not 
ee than three days supply) from this to a patient who is unable to obtain the drug 

eadily from a pharmacy. Records are kept by the Federal Government of all narcotic 
Prescribing by physicians or dentists and these are reviewed on a regular basis in 
order to detect any possible misuse, overprescribing or possible diversion from doctor's 
offices to "the street". One source of worry is narcotic preacriptions that are forged 
by drug addicts. It is for this reason that doctors are repeatedly warned to keep pre- 
scription pads out of reach of office patients, and hospital clinics are instructed to 
keep prescription pads away from points of public access. It is, of course, a serious 
offence to forge a prescription and it is illegal for anyone (other than a licenced 
practitioner) to have a supply of narcotic drugs in his possession unless they have been 
legally prescribed for him. This is in contrast to other forms of prescription drugs, 
including the controlled drugs of Schedule G, for which there is no possessional offence. 


The Narcotic Control Act and Regulations specifically stipulate that a physician can 
prescribe a narcotic drug to a patient only if that patient is under his direct medical 
supervision and the patient is (in fact) suffering from a disease for which a narcotic 
drug is required. Any deviation from these conditions are questioned, and the right 
to prescribe narcotics may be removed from a physician or dentist if there is evidence 
that misuse is occurring. 


From the manufacturer's point of view, the right to import, manufacture or sell 
narcotic drugs is very carefully regulated through the Bureau of Dangerous Drugs of the 
Health Protection Branch which issues specific licences to specific companies, whose 
records are kept under extremely close scrutiny. Canada provides its narcotic transaction 
records to the United Nations on a yearly basis. The narcotic control measures in use in 
Canada are very adequate, although there is still some diversion from medical to non- 
medical use and unfortunately, break-ins of pharmacies by persons looking for narcotics 
are still all-too-common, As the quality of narcotics obtained from non-medical 
sources (the Middle East or South East Asia) decreases because of active police inter- 
vention, some addicted persons find it more profitable to steal supplies from legal 
sources such as hospitals and community pharmacies rather than cope daily with the 
vagaries and unreliability of an illegal drug “pusher”. 


Methadone, a long-acting narcotic drug is made available for the treatment of heroin 
aW@@icts. This special narcotic is specially controlled by requiring that Canadian 
physicians prescribing it must be authorized to do so by the Minister of National Health 
and Welfare. About 300 Canadian physicians are so authorized. 


Emergency Drugs 


As mentioned in the beginning of this outline, one class of drugs is exempted from 
all these various controls. This provision is covered in a special regulation which per- 
mits Canadian physicians to request from the Health Protection Branch a special supply of 
a drug that is not available through commercial outlets. It may be a drug about which 
physicians overseas have published a paper, or it may be a drug that is apparently 
succeeding in clinical trials somewhere in the world. If a Canadian is not responding to 
presently available drugs and seems to his physician to be a candidate for the non- 
available drug, special permission can be given to the manufacturer in Canada or overseas 
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to sell a quantity of that drug to treat the patient. Because many of these diagnoses 
are life-threatening, this program is carried out mainly by telephone or telex. In 
general an emergency drug is made available to the requesting physician anywhere in 
Canada within a period of 24 hours. The eervice is open 24 hours a day, seven days a 
week, At times this has meant special midnight phone calls to a European manufacturer 
and special delivery of the drug in question through the co-operation of the pilots of 
various airlines that fly to Canada. About 4000 of these requests reach the Health 


Protection Branch each year and undoubtedly many lives are saved because of this compas- 


sionate exemption in Canadian drug laws. 


Canada is widely recognized as having one of the highest standards of drug control 
in the world. The number of instances of problems associated with failure of drug 
controls has consequently been minimal since the establishment of the present system in 
1963. There ts no intention of spoiling this record! 


STH INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP 


THEME : MEDICAL LIBRARY~~ONE WORLD 
"RESOURCES, COOPERATION, SERVICES 


Information about Responses to Call for Papers 


According to the report from Mrs. B. Ruff, Chairman of the International Program 
Committee (IPC), 140 papers had been received from thirty-four countries by the end of 
August 1983. 


The deadline for abstracts is March 31, 1984. The form of abstracts with instruc~ 
tions will be distributed soon. Presentators are expected to prepare abstracts in time 
for the deadline. The deadline for full papers will be given soon. 


Continuing Education Program 


A pre-congress continuing education program will be held by the US Medical Library 
Association (MLA). At the present stage, it is not definite whether the CE program will 
be for one or two days. The following themes are planned: 


1. Basic management of health science libraries 

2. MEDLINE, MeSH, etc. 

3. Information resources (chemistry, mental health, pharmaceuticals, etc.) 
4. Online search strategy 


Technical service areas will also be considered. 


Post-congress Tour 


The 10C plans a post-congress tour of Chinese libraries (medical and scientific). 
The JOC also plans to arrange 2 post-congress tour of Japan. 


Co-sponsorship of the Sth ICML 


The I0C expects that co-sponsors for the congress will be the IFLA, WHO and MLA. 


¢ 
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LE PROCESSUS D'APPROBATION DES MEDICAMENTS AU CANADA 


- Dr. IAN W. D. HENDERSON 
Directeur 
Bureau des médicaments prescrits pour usage humain 
Direction des drogues ‘ 
Direction générale de la protection de la santé 
Santé et Bien-@tre social Canada 


2 La Loi canadienne sur lea stupéfiants, la Loi canadienne des aliments et drogues et 
leurs réglements d'application permettent de contréler la mise 4 1'épreuve et la vente 
des médicaments, avec une rigueur qui est proportionnelle & leurs possibilités de mésusage 
par le grand public et & leur "propension” & susciter chez l'utilisateur toute une gamme 
d'effets indésirables. De fagon générale, la Loi des aliments et drogues permet de 
contréler 1a fabrication et la vente des médicaments, mais non leur utilisation ultime 
chez les malades. Une catégorie de médicaments peut échapper & toutes les dispositions 
de cette loi: i1 s'agit des médicaments dits d'urgence, leur utilisation pouvant étre 


requise sur l'heure pour le traitement d'un malade résistant 4 toute autre forme de 
pharmacothérapie, au demeurant offertes au Canada. 


Médicaments vendus sans ordonnance 


Le Canada, & la différence des Etats-Unis, compte deux catégories de médicaments 
vendus sans ordonnance, La premiére est 1'’héritage d'une catégorie maintenant abrogée, 
qu'il a été convenu d'appeler pendant de nombreuses années la catégorie des "médic— 
aments brevetés", Avant 1977, ces wédicaments étaient "protégés”, c'est-a-dire que 
le fabricant n'était pas méme tenu d'indiquer sur 1'étiquetre la liste de leurs prin- 
cipes actifs. Pour cette raison, ils étaient quelquefois appelés "rem&des secrets". 
Cette situation n'est plus permise, attendu que tous les médicaments d'origine 
naturelle ou synthétique @ qui on attribue un numéro GP (grand public), et qui peuvent 
&tre vendus soit en pharmacie soit dans des établissements non pharmaceutiques (par 
exemple, des aupermarchés), portent une étiquette donnant tous les renseignements 
nécessaires. Les médicaments GP sont considérés sans danger et efficaces pour toute 
une gamme de troubles mineurs, souvent accompagnés de divers symptémes désagréables 
exigeant un soulagement temporaire. 


La deuxiéme catégorie de médicaments vendus sans ordonnance au Canada est confinée A 
la vente en pharmacie. Ces médicaments doivent eux aussi obéir aux exigences d’étiquetage, 
et certains peuvent tre vendus avec une notice d'accompagnement pour l'information des 
usagers. Dans certains cas, le médicament ne peut @tre exposé en étalage, mais on peut 
l'obtenir sur demande auprés du pharmacien. Comme exemple de ces médicaments, signalons 
les sirops contre la toux renfermant de la codéine ou de la dextrométhorphane, 1l‘anal- 
rou acétaminophéne (Tylenol, Tempra, Atasol) ou certaines mixtures orales de produits 

congestifs ou antihistaminiques. Les médicaments vendus uniquement en pharmacie ne 
portent pas de désignation GP mais une identification numérique (numéro DIN). Il faudrait 
souligner que les diverses modalités de vente de ces médicaments relavent de la compét= 
ence des provinces, en vertu des diverses lois de pharmacie en vigueur 4 travers le pays. 


Le fabricant qui met au point un médicament qui pourrait étre vendu sans ordonnance 
doit habituellement commencer par écrire une courte lettre 3 la Direction générale de la 
protection de la santé afin de lui demander une décision sur la catégorie du médicament. 
Cette décision est rendue aprés une bréye période au cours de laquelle les responsables 
de la Direction générale vérifient la nature des ingrédients Proposés et comparent le 
nouveau produit & d'autres articles semblables déjA en vente au Canada. Bien entendu, les 
produits qui offrent de trés grandes similitudes font l’objet d'un traitement presque 
identique. Si la Direction générale a besoin d'autres données scientifiques sur un aspect 
quelconque du processus de fabrication ou sur l*innocuité de l'un ou l'autre ingrédient, 


elle demande alors au fabricant de les lui fournir avant de prendre une décision finale. 
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Un étiquetage auffisant a I'intention des consommateurs est l'un des aspects importants 
1iés au processus d'autorisation des médicaments en vente libre ou vendus sans ordonnance. 
Les médicaments grand public et ceux confinés @ la vente en pharmacie requiérent rarement 
l'indication sur 1'étiquette de données sur leur toxicologie et leur efficacité, mais 

ei de tels renseignements se révélaient nécessaires, la loi autorise & exiger ce genre 
d'indications, 


Médicaments vendus eur ordonnance 


@ 


Le deuxiéme palier de réglementation des médicaments exige qu'une ordonnance soit 
délivrée par un médecin ou un dentiste pour que certaines catégories de médicaments puis- 
sent @tre vendues (ou dispensées) par un pharmacien. Les critéres ci-aprés permettent 
généralement d'établir si tel ou tel médicament doit faire l'objet d'une ordonnance. 


Les médicaments sont done incorporés au tableau F général (médicaments vendus sur 
erdonnance), avec ou sans exemptions, si les conditions suivantes se réalisent: 


a) pour @tre siir et efficace, le médicament doit étre pris sous les conseils individual- 
isés d'un professionnel ou sous la supervision directe d'un praticien; 

b) la fenétre de sécurité est étroite entre la dose thérapeutique et la dose toxique du 
wédicament; 

c) le médicament a le pouvoir (accepté) de causer ou a la réputation de causer des effets 
secondaires alarmants ou graves, ou des réactions indésirables; 

d) le médicament est connu pour induire un état toxique chez les animaux d‘expériment- 
ation et son emploi clinique est encore trop récent pour permettre d'établir le 
profil ou la fréquence des effets toxiques & long terme chez l'homme; 

e) le médicament est indiqué pour des états ou des troubles pathologiques dont le diag- 
nostic peut facilement confondre le profane. Corollaire: Les médicaments en vente 
libre devraient convenir pour l'auto-traitement des affections et des troubles que 
le profane peut facilement diagnostiquer lui-méme; 

f) le médicament a contribué ou est susceptible de contribuer av développement de souches 
résistantes de micro-organismes chez des sujets humains; 

g) il s'agit d'un médicament dont la distribution non surveillée a engendré ou est sus- 
ceptible d'engendrer des usages non médicaux nuisibles; 

h) les avantages thérapeutiques du médicament résultent d'un effet pharmacologique qui 
modifie de fagon indésirable plusieurs fonctions de l'organisme qui doivent étre mises 
sous surveillance pendant la période d'administration. 


Pour ce qui est des médicaments que l'on estime siirs et efficaces sous surveillance 
médicale mais qui, en méme temps, présentent quelques possibilités d'utilisation abusive 
ou d'usage & des fins non médicales, le médecin traitant peut les prescrire au moyen 
d'une ordonnance écrite ou par communication téléphonique avec le pharmacien. Pour indy 
quer un renouvellement, le médecin peut inscrire une mention 4 cet effet sur 1'ordonnan 
écrite ou téléphoner de nouveau au pharmacien. Parmi les médicaments que i'on ne peut 
obtenir que contre ordonnance, mentionnons les antibiotiques, les contraceptifs oraux, les 
anti-arthritiques (anti-inflammatoires) ou les stéroides (crémes cortisoides). I1 faut 
comprendre, toutefois, que la démarcation entre les médicaments en vente libre et ceux 
vendus contre ordonnance n'est pas toujours nette. En effet, certains médicaments pris 
& doses faibles sont tout 4 fait sirs et peuvent tre assez efficaces pour faire dispar-~ 
aftre certains troubles mineurs, tandis que des doses élevées du méme médicament, néces- 
saires pour venir 4 bout de maladies plus sérieuses, pourraient devoir @tre soumises 4 
ordonnance. Un exemple typique de cette situation est représentée par la codéine qui, 4 
faibles concentrations (8 mg par dose) peut tre vendue librement au Canada, mais qui, 

A doses plus élevées, doit faire l'objet d'une ordonnance. Dans le méme ordre d'idées, le 
public et l'industrie exercent des pressions considérables pour que les crémes 4 base 
a’hydrocortisane 42% soient vendues librement, encore que les crémes 4 concentrations 
supérieures ne le seront pas. 
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Processus de réglementation des médicaments vendus sur ordonnance 


Les médicaments de prescription ou médicaments vendus sur ordonnance sont mis sur 
le marché par deux types de fabricants. Le premier est un fabricant axé sur la recherche, 
faisant habituellement partie d'une multinationale, et désireux de lancer sur le marché 
canadien une nouvelle entité thérapeutique dirigée, par exemple, contre 1'hypertension 
artérielle, l'arthrite ou le glaucome. I1 aura déj& effectué les travaux de chimie 
idoitiaux, soit au Canada soit A l'étranger, aura testé son produit sur plusieurs centaines, 
voire plusieurs milliers d’animaux, et aura mené 4 terme plusieurs essais cliniques con- 
trélés sur quelques centaines a quelques milliers de malades avant de s'adresser 4 la 
qeitection générale de la protection de la santé pour obtenir un “avis de conformité", 
c"est-a-dire l’équivalent, au Canada, d'une licence de commercialisation. Les données 
scientifiques accumulées au cours des nombreuses années de recherche peuvent fort bien 
remplir plusieurs centaines de volumes (de plus de 6 cm d‘épaisseur chacun) qui tous 
doivent étre évalués avec soin par des spécialistes du Bureau des médicaments precrits 
pour usage humain. On applique, au Bureau des produits biologiques, une procédure anal- 
ogue & 1'égard de certains produits comme les vaccins, qui proviennent de sources animales, 
et, bien sir, au Bureau de médecine vétérinaire, a l'égard des wédicaments destinés 
uniquement & @tre administrés aux animaux. 


Le deuxiéme type de fabricant se spécialise dans le secteur des produits dits 
“"génériques". En vertu d'une disposition particuliére de la loi canadienne, un 
fabricant de produite pharmaceutiques peut s'addresser au ministére de la Consom- 
mation et des Corporations afin de bénéficier d'une "licence obligatoire", c'est 
&-dire de l'autorisation d'exploiter un brevet d'invention. Le fabricant de pro- 
duits génériques qui détient ume licence obligatoire peut importer de grandes 
quantités d'un médicament breveté et le vendre sous forme de produit fini, habit- 
uellement &@ un prix inférieur 4 celui du produit original. Pour ce privilége, il paie 
des redevances de 4 p. 100 au détenteur du brevet. En vertu des lois provinciales 
régissant la pharmacie, les pharmaciens peuvent étre autorisés 4 substituer au pro- 
duit original le produit générique le moins cher. Ajoutons que les essais prévus 
pour la "copie” générique d'une invention pharmaceutique sont beaucoup moins 
nombreux que ceux exigés pour l'original. 


La compilation d'une monographie sur le produit est un aspect important du proces- 
sus d‘autorisation des médicaments de prescription. La monographie est un document 
scientifique, dénué de toute réclame publicitaire, que le fabricant doit mettre sur 
demande & la disposition des spécialistes de la santé. Le systéme canadien de mono- 
graphies prévu pour les médicaments nouveaux est probablement le plus perfectionné au 
monde. En effet, la monographie élaborée au Canada est assez fréquemment utilisée par 
les fabricants comme texte de départ, traduit ultérieurement en plusieurs langues au fur 
et 4 mesure de l'exportation du médicament outre-mer, et 1’Organisation mondiale de 
la santé la fait parvenir sur demande aux pays en voie de développement. 


Pedicaments contrdlés 

Au tableau G de la Loi des aliments et drogues figurent divers médicaments 4 l'égard 
desquels le risque de mésusage ou d'usage abusif est considérable. Mentionnons nota- 
mment les diverses formes d‘amphétamines et toute la panoplie des sédatifs et des somni- 
féres comme les barbituriques. Des mesures de contréle spéciales sont appliquées dans 
le cas de ces médicaments, par le biais de registres soigneusement tenus par le pharm- 
acien et de dossiers conservés dans les classeurs du gouvernement fédéral. Ces médica~ 
ment dits "contr6lés" ne peuvent @tre prescrits qu'aux malades placés sous surveillance 
médicale directe et, par surcroft, atteints d'une maladie pour laquelle ces médicaments 
sont médicalement indiqués. Certains médicaments amphétaminiques jugés particuliére- 
ment dangereux ne sont indiqués que pour un trés petit groupe de maladies humaines. Si 
le médecin prescrit l'un de ces médicaments pour une maladie qui ne fait pas partie de 
ce groupe, le Bureau des drogues dangereuses, qui posséde un registre de toutes les 
ordonnances faites par les médecins canadiens concernant chacun des wédicaments du tab- 
leau, peut communiquer avec le médecin pour obtenir des éclaircissements. Celui-ci 
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peut ainsi tre appelé & présenter le dossier médical du malade a qui il a prescrit un 
médicament du tableau G, afin de justifier son acte. S$'il est constaté que le médecin use 
du médicament & dee fins non médicales, il peut se voir retirer le droit de prescrire, 
pendant une courte période ou de maniére permanente. Des mesures de ce genre sont appli- 
quées chaque année a 1'&gard d'un certain nombre de médecins, aprés consultations avec 
les colléges de médecine et de chirurgiens des provinces concernées (au Québec: la 
Corporation professionnelle). 


Stupéfiants 


« 


Les stupéfiants forment une catégorieApart. Les contréles que doit exercer le 
wédecin & leur égard sont éminemment semblables @ ceux auxquels sont assujettis les 
médicaments dits contrélés, quoique des dispositions spéciales ont été élaborées afin 
de prévenir, dans la mesure du possible, tout mésusage, usage abusif ou détournement 4 
des fins non médicales. A la différence des médicaments ordinaires, que le médecin peut 
prescrire en communiquant par téléphone avec le pharmacien, les stupéfiants doivent faire 
l'objet d'une ordonnance écrite pour chaque commande. Echappent & cette régle les mix- 
tures pharmaceutiques d’usage courant dont l'un des composants est un stupéfiant, celui- 
ci ne pouvant toutefois étre extrait sans difficulté en vue d'un usage non wédical. Ces 
mixtures peuvent faire l'objet d'une ordonnance communiquée par téléphone. [1 en est 
ainsi d'un certain nombre de sirops narcotiques contenant de la codé{ne ou des dérivés 
codéfniques qui se révélent nécessaires dans le cas de toux violentes, ou de certaines 
préparations analgésiques employées contre les douleurs intenses. Une ordonnance de 
stupéfiants ne peut étre réitérée, le malade devant consulter son médecin pour en obtenir 
une nouvelle. 


Les pharmaciens sont tenus de consigner dans des registres le nombre précis de doses 
de stupéfiants distribuées et, dans les hdpitaux, le nombre de doses de stupéfiants en 
circulation doit tre soigneusement enregistré par l'infirmiére de service pour chaque 
quart de travail. Le médecin est autorisé 4 conserver dans sa trousse ou A@ son cab- 
inet une quantité restreinte de stupéfiants & utiliser en cas d'urgence, et il peut en 
dispenser une faible dose (réserve d'au plus trois jours) a un malade qui serait incapable 
d'en obtenir aisément d'une pharmacie. Le gouvernement fédéral tient 4 jour des registres 
de tous les stupéfiants prescrits par les médecins et les dentistes, et les soumet a 
des vérifications périodiques afin de déceler toute possibilité de mésusage, de surpres- 
eription ou de fuite de stupéfiants du cabinet médical vers le marché illicite. La contre- 
fagon d'ordonnances par des toxicomanes est une source particuliére de préoccupations. 
C'est pour cette raison que l'on rappelle en permanence aux cabinets de médecins et aux 
services de consultations externes des hépitaux de garder leurs feuillets d'ordonnances 
hors de portée des malades. I] va de soi que la contrefagon d'ordonnances est une 
infraction grave, et qu'il est interdit 2 quiconque (autre qu'un praticien autorisé) 
d'avoir des stupéfiants en sa possession, 4 moins qu‘ils ne lui aient été prescrits con— 
formément & la loi. Les stupéfiants se distinguent en cela des autres médicaments vendus 
sur ordonnance, y compris ceux du tableau G, dont la possession n'est pas considérée < 
comme un délit. 


La Loi sur les stupéfiants et son réglement d'application stipulent expressément 
qu'un médecin ne peut prescrire un stupéfiant qu’a un malade placé directement sous ses 
soins professionnels et atteint d'une maladie nécessitant le recours 4 un stupéfiant. 
Toute dérogation est soumise 4 enquéte, et un médecin ou un dentiste peut se voir priver 
de son droit de prescrire des stupéfiants si des preuves de mésusage sont mises au jour. 


Pour ce qui est du fabricant, son droit d'importer, de fabriquer ou de vendre des 
stupéfiants est réglementé de, facon étroite par le Bureau des drogues dangereuses de la 
Direction générale de la protection de la santé, qui accorde des autorisations précises 
3 des firmes précises dont les registres sont rigoureusement surveillés. Le Canada 
communique au Nations Unies un relevé annuel de ses transactions de stupéfiants. Les 
mesures de réglementation mises en oeuvre au pays sont largement suffisantes, encore que 
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l'on observe des actes de détournement du marché licite vers le marché illicite et une 
fréquence trop €levée de vols par effraction dans les pharmacies, commis par des per- 
sonnes 4 la recherche de stup&fiants. Comme la qualité des stupéfiants provenant des 
sources non médicales (Moyen-Orient et Sud-est asiatique) décroft du fait des interven- 
tions policiéres, certains toxicomanes trouvent plus avantageux de "s'approvisionner" a 
méme les sources licites comme les hépitaux et les pharmacies comaunautaires que de com- 
Poser quotidiennement avec les caprices et l'instabilité d'un "revendeur" clandestin. 


La méthadone, qui est un stup&fiant @ action prolongée, est mise & la disposition 
é médecins pour le traitement des hércinomanes. Elle fait l'objet d'un contrdle part- 
fculier qui exige que les médecins canadiens qui la prescrivent en aient regu 1'autorisa- 
tion expresse du ministre de la Santé nationale et du Bien-étre social. On compte actuel- 
lement environ 300 médecins ainsi autorisés. 


Médicaments d'urgence 


Comme on 1'a mentionné au début du présent document, les médicaments d'urgence sont 
exemptés de l'application des divers contréles présentés ci-dessus. Cette exemption est 
prévue dans un réglement spécial qui autorise les wédecins canadiens &@ s'adresser 4 la 
Direction générale de la protection de la santé afin d'obtenir un médicament qui n'est 
pas offert sur le marché. I1 peut s’agir d'un médicament ayant été décrit dans un art- 
icle scientifique étranger ou qui obtient des succés cliniques dans le cadre d'essais 
effectués par des chercheurs d'un autre pays. Si le malade ne répond pas & la pharma~ 
cothérapie prescrite par son médecin et que, de l'avis de ce dernier, il vaudrait la 
peine d'essayer le médicament non commercialisé, 11 est alors possible d'accorder au 
fabricant, au Canada ou & l'étranger, une permission spéciale qui l'autorise 4 vendre une 
quantité donnée du médicament pour fin de traitement. Du fait que dans bon nombre des 
diagnostics ainsi posés la vie du patient est en danger, les communications sont princ- 
ipalement réalisées par téléphone ou télex. En régle générale, le médicament peut étre 
livré partout au Canada dans un délai de 24 heures aprés commande. Le service est en 
fonction 24 heures par jour, sept jours par semaine. I1 peut @tre nécessaire, dans cer- 
tains cas, de communiquer en pleine nuit avec un fabricant européen et d'acheminer le 
médicament en passant par plusieurs lignes aériennes. La Direction générale regoit 
chaque année environ 4,000 demandes de médicaments d'urgence, et il est certain que 
cette exception & la réglementation contribue dsauver de nombreuses vies. 


Le Canada est reconnu 4 travers le monde comme un des pays disposant des normes les 
plus élevées de contréle des médicaments. C'est ainsi que, depuis la mise en place de 
l‘actuel systéme en 1963, on a enregistré trés peu de problémes liés 4 la présence de 
lacunes dans la réglementation. I1 serait dommage de g&cher une telle réussite. 


. 
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THE IOWA DRUG INFORMATION SERVICE CIDIS) AND MEDLINE: A COMPARISON OF THEIR 
POTENTIAL USEFULNESS IN ANSWERING SELECTED DRUG INFORMATION QUESTIONS 


- VERONA HALL ELIZABETH FOY 
Library & Drug Information Information Officer 
Assistant WK Kellogg Health Sciences Library/ 
Camp Hill Hospital Pharmacy 


Dalhousie University 


Due to the proliferation of information in journals, data bases have been developed 
to aid in the retrieval of information to answer specific questions related to drug ther- 
apy. To date there has been little comparative work on the various data bases. Because 
time is of the essence and resources scarce, it is important to evaluate which data bases 
can provide information most efficiently. We undertook a study to compare the potential 
usefulness of the Iowa Drug Information Service (IDIS) and MEDLINE to answer drug inform- 
ation requests where literature searches were required, as we both deal with drug inform- 
ation questions daily. 


A brief description of the two data bases follows: 


Towa Drug Information Service (IDIS) 


The Iowa Drug Information Service (IDIS), a drug information tool in microfiche 
format, is produced and published by the College of Pharmacy, University of Iowa, Iowa 
City. IDIS currently indexes 156 English-language medical and pharmacy journals and is 
designed to answer specific questions regarding a drug or disease state. The publishers 
of IDIS cover those journals which they feel are more relevant to the provision of clin- 
ical drug information. Microfiche drug and disease indexes are produced by pharmacists 
and updated and cumulated (year-to-date) monthly. All the indexed articles are repro- 
duced on microfiche and are retained as a permanent part of the system. Between 1000 and 
1500 articles are added monthly. American Hospital Formulary Service (AHFS) terminology 
is used for the drug index and Classification of Diseases, 9th Revision, Clinical Mod- 
ification (ICD-9-CM) terminology is used for the disease index. In addition to the drug 
and disease terms, there are 95 descriptors which may be used to give searchers additional 
information concerning the content of the articles. Monthly, printed updates of new drug/ 
disease terms or changes in terms are provided. New printed drug term cross reference 
index and procedure manual are provided annually. For our study we searched IDIS, January 
1980 through December, 1983. 


MEDLINE 


MEDLINE is the National Library of Medicine's online bibliographic database which, 
besides the more than 2700 serials covered by Index Medicus (IM), includes the special If 
communications, dental and nursing serials. The drug terminology found in Annotated MeSH 
is augmented by the MeSH Supplementary Chemical Records, 1983 (published December 1982) 
and the chemical dictionary in the online MeSH File which is updated monthly. Approxin- 
ately 25,000 citations are added to MEDLINE each month. MEDLINE currently contains IM, 
1982 to date although at the time of our study MEDLINE contained IM, January 1980 to 
December 1983. an 


Methods 


Soon after beginning to log questions, it was realized that the study had to be lim- 
ited to those type of questions which could be efficiently searched in IDIS (i.e.: it 
would be time consuming to search IDIS for drug interactions with calcium channel blockers) 
Therefore, the study was limited to those questions that were anticipated to be search- 
able using IDIS. Twelve questions were collected and searched (two of which were repeated) 
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over a four-month period (September to December, 1983). The number of citations re- 
trieved from each source were counted and the requestor was asked which citations were 
potentially useful. "Potentially useful" was defined to be those citations which the 
requestor planned to consult. The percentage of useful citations acquired per question 
per source was calculated. The results are summarized in Table I. 


Reaults 


As expected, there is a significant difference in the total number of potentially 
pseful citations retrieved from IDIS (20) and MEDLINE (60). The most obvious reason for 
i st difference is probably due to the variance in the number of journals covered in each 
system (IDIS, 150#; MEDLINE 2700¢) and consequently in the number of citations available 
in each system. For each question, the number of potentially useful citations as rated by 
the end user was compared to the number of citations obtained by the searcher. The results 
are similar for IDIS (282) and MEDLINE (34%) as shown in Table 1. We were surprised that 
the results were similar. This similarity may partly be due to the selection of journals 
covered by IDIS. Different results may have been obtained depending upon the questions 
searched, if other searchers had been involved and/or if more questions had been searched. 


Discussion 


We concluded that it was difficult to directly compare the usefulness of IDIS and 
MEDLINE in answering drug information questions. Some of the problems in comparing the 
two include: 


1. necessity of preselecting questions to be searched 
2. difference in Journal coverage 

3. difference in numbers of citations in systems 

4. online vs. manual searching. 


To aid potential users of IDIS and MEDLINE the advantages and disadvantages are 
listed in Table II. 


IDIS is set up to be searched by end users and MEDLINE by librarians, Pharmacists 
or other end users using IDIS to answer drug information questions may be satisfied by 
finding one reference which answers a specific question. On the other hand, librarians 
may not be sure which is the one reference which will answer a question and may wish to 
provide their users with as many relevant references as possible. 


IDIS would have been useful if it could have been accessed online with an optional 
subscription to the article file. (The journals covered by IDIS may duplicate the hold- 
ings of health sciences libraries). On-demand computer searches are available by tele- 
Are or mail and are free to subscribers. Searches are usually processed the day of 

ceipt or the following day. A printout is sent to the requestor in one of two formats: 
either, bibliographical citations or complete index records. The requestor will usually 
have the results within 7 to 10 days, depending on the mail. The publishers of IDIS have 
been discussing making the computer data base directly accessible by outside users, but 
a number of factors must be considered including their relationship to the parent academic 
institution.* This service was not utilized in this study. If IDIS had been online, 
searching would have been quicker and the pharmacy-oriented descriptors could have been 
utilized. With The American Hospital Formulary Service and Martindale: The Extra Pharm- 
acopeia becoming available online through commercial vendors, it would be advisable for 
the publishers of IDIS to also consider this option. 


*Personal communication with the Iowa Drug Information Service, University of Iowa, 
Iowa City, January 18, 1984. 
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At the present time we would recommend IDIS to those persons providing drug inform- 
ation who do not already have @ good proportion of the journals covered by IDIS on hand, 
and/or who do not have access to MEDLINE. Furthermore, we would encourage librarians to 
demonstrate and promote the usefulness of MEDLINE to all persons providing drug inform- 
ation. Further studies in this area would be useful to help users select a data base most 


suitable to their needs. 


Gratitude is expressed to C. Brian Tuttle, M. Sc.Phm., Assistant Director of Pharm- 
acy, Drug Information & Education, Camp Hill Hospital, Halifax, and to Ingrid S. Sketris 
Pharm.D., Assistant Professor of Pharmacy, Dalhousie University and Clinical Coordinator, 
Pharmacy, Victoria General Hospital, Halifax, N.S. They provided us with most of our 
questions and evaluated the results of our searches. 
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AVANT-PROPOS 


Le but envisagé par la publication de CANHEALTH est de fournir un receuil du"contenu 
canadien" du travail des bibliothéques canadiennes des sciences de la santé et de tenter 
de situer ces bibliothéques dans le plus large contexte canadien et nord-américain 
CANHEALTH n'est pas un manuel de procédures et ne devrait pas tre considéré comme 
reméde universel 4 tous vos problémes bibliothécaires. Cependant, on espére qu'il 
sera utile 4 ceux qui travaillent dans des biblioth@ques canadiennes pour les aider a 
découvrir les rapprochements et les différences qui existent entre elles et vis a vis 
les bibliothéques des sciences de la santé aux Etats-Unis. Nous aimerions aussi 
répandre des renseignements qui touchent sur des ouvrages de référence, des fournisseurs 
et des modes de procéder particuliérement canadiens. 


Cet ouvrage est basé sur le Guide to Canadian Health Science: Information Service and © 
Sources écrit pay Phyllis Russell et publié en 1974 par la Canadian Library Association, 
et sur des épreuves préparatoires 2 une révision rédigées par Martha Stone en 1978/79. 
Lorsque cette série d'articles aura paru au complet, 1'Association des bibliothéques de 
la santé du Canada envisage d'en publier une édition révisée et de les réunir dans un 
volume. Ceci marquera l'occasion de la premiére publication d'un ouvrage exprés par 
l'Association et doit @tre vu comme un effort en commun qui exige la collaboration .- 
de tous les membres. Nous encourageons nos membres de chapitres de nous faire part de 
leurs commentaires et des corrections 4 apporter, pour assurer que les renseignements 
fournis sont 4 la fois exacts et utiles. Le produit final devrait étre le résultat 
d'un effort coopératif, alors s'il vous plaft aidez-nous. 


Nous sommes dans l'obligeance de nous excuser auprés de nos collégues francophones 
pour la nature unilingue de cette publication. Nous avons ]'intention de publier la 
version finale dans les deux langues. Cependant, le cofitde traduction et le temps 


requis ne nous permettent pas de produire les chapitres préparatoires dans le deux 
langues. 


PREFACE 


. The purpose of CANHEALTH is to provide Canadian health libraries with a source for the 
"Canadian content" of their work,and to attempt to show how health libraries in Canada 
fit into the wider Canadian and North American context. CANHEALTH is not a library 
manual, and it should not be seen as the panacea for all a library's problems. We hope, 
however, that it will help those who work in Canadian libraries to discover the many 
differences and similarities which exist between their own libraries and health 
libraries in the United States. We hope they will also become acquainted with parti- 
cular Canadian reference tools, suppliers and procedures of which they were not aware. 


The present work is based on the Guide to Canadian Health Science: Information Services 

and Sources written by Phyllis Russell and published by the Canadian Library Associa- 

tion in 1974, and on preliminary drafts of a revision prepared by Martha Stone in e; 
1978/79. When this series of articles is completed the Canadian Health Libraries & 
Association hopes to publish a revised edition in one volume. This will be the first 
“occasional paper" published by the Association, and it should be a joint effort shared 

by all membership. We urge Chapter members to take particular responsibility to send 

us corrections and comments, in order that the facts can be both correct and useful 

The final product should be the result of a cooperative effort by all of us. Please help. 


We apologize to our francophone colleagues for the unilingual nature of this work as 

it now appears. We intend that the final version will also appear in French. The costs 
of translation in both time and money, however, make it impractical to produce the 
draft chapters in both languages. 


i M. A. Flower 
wenican (ates Health Science Library Services 
McGill Universi ey Terrace House, Cartwright Point 
3655 Drumnond Kingston, “Ontario K7K SE2 


Montréal H3G IY6 


A COCC(‘(‘(..Ut#N#N#éée#é#é#é#é#éw#wtww(#(wN#wNNeeeleee rrr 


CANHEALTH is not finished and sections on 
cataloguing, space planning and budgeting and 
one on health library associations are in 
preparation. We had hoped to have some of 
these in this issue but personal and profess- 
jonal commitments made this impossible. They 


will appear in the next BMC. 


When these sections are published we intend 
to revise all sections of CANHEALTH with the 
aim of publishing it as an Occasional Paper 
of the C.H.L.A.. Some members have already 
pointed out errors and suggested changes and 
we invite all members to contact us regarding 


errors and omissions. 


We look forward to hearing from you. 


David S. Crawford 


Babs Flower 
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Source 


TABLE II. IDIS AND MEDLINE: 


ADVANTAGES AND DISADVANTAGES 


Advantages 


MEDLINE 


2700+ journals indexed 
More citations retrieved 
(approximately 25,000 
added monthly) 


Less time required to 
perform searches 


Foreign-language journals 
covered 


No subscription fee 
(pay as you use) 


More drug terms 


Disadvantages 


Pharmacy~oriented 
terminology weak 


Necessary to retrieve 
articles from other 
sources 


Hardware is required 
Courses and updating 
necessary for optimum 
use 

Limited access time 
Intended to be used 


by librarians instead 
of end users 


Better coverage of 
pharmacy journals 


Pharmacy-oriented approach 
(using descriptors} 


Journal articles are in 
the file 


System accessable at any- 
time 


User friendly with pro- 
cedure manual 


Intended to be used by 
end users 


Cumulated bibliographies 
Provided (1966 to date) on 
selected drugs 


Elusive materials (ie: 
institutional drug bulle- 
tins) are covered 


Limited number of 
journals (156) 


Fewer citations re- 
trieved (1000-1500 
added monthly) 


Manual searching is 
required 


Every index record has 
to be viewed 


Annual subscription fee 


Microfiche-reader re- 
quired 


Storage required for 
microfiche 


Manual updating and up-— 
keeping 


English-language only 


Ss 
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CLINICAL LIBRARIANSHIP: THE EVOLUTION OF A NEW ROLE 


- JOANNE MARSHALL 
Department of Behavioural Science 
Community Health 
University of Toronto 


In earlier issues of BMC (1979;1(1) :13-15) and its predecessor CHLA/ABSC 
lewsletter (1977 Winter; No. 4:22), articles about clinical librarianship and biblio- 
. Seer were published. Over the years, I have continued to have requests for copies 
of these bibliographies from around the world and, because of my continuing interest in 
the field, I have tried to continue my bibliographic efforts. The most recent update of 
the clinical librarian bibliography follows and in reviewing the literary activity in the 
field over the past few years, I think that some comments are in order. 


The earliest articles on clinical librarianship were written in 1972 and a steady 
increase in numbers can be noted through to 1978/79 when a peak of 20 publications annu- 
ally was reached. Since that time there has been s steady but considerably lower public- 
ation rate, although many of the articles have reported on much more sophisticated eval- 
uations of the programs. It is also interesting to note that a number of articles are 
appearing on topics such as the role of the librarian in a drug information service and 
in other clinically related activities, although these roles are not necessarily refer- 
red to as "clinical librarian” positions. The principles behind clinical librarianship-- 
of concentrating on user needs in the settings in which they occur--seem to be actively 
pursued in a number of areas. The information centre concept such as the one being dev- 
eloped by Catherine Ferguson at the Saskatchewan Institute for the Prevention of Handicaps 
is also one that has some of the same philosophical roots as clinical librarianship. It 
seems that clinical librarianship is going through a maturation process in which many of 
its ideas and concepts are being integrated into the mainstream of health sciences librar- 
danship. We don't find it necessary to use a special label all of the time anymore, but 
librarians seem to be developing a number of approaches and services with the flexible, 
user-oriented characteristics that clinical librarianship legitimized. It seems much less 
strange today to see librarians actively involved in all sorts of activities in the insti- 
tutions they serve, than it was some years ago when we saw our role as being almost exclus-— 
ively in the library. 


Certainly the economic factors have affected the ability of hospitals and academic 
centres to support full-time clinical librarian programs in both Canada and the U.S. 
Although a number of full-time, permanent programs remain in the U.S., the idea of the 
part-time clinical librarian is much more common now. If clinical librarianship has 
simply made it easier for the hospital librarian to get to know his or her clientele better 
by going on rounds periodically and by legitimizing such activity, then it has, to my mind 
.9 least, accomplished much of its original purpose. Health sciences libraries and librar- 
ians have too much to offer in patient care settings to hide their light under a bushel. 
Today I think that we all feel more confident about letting that light shine. 
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1983 


KNODEL LC; BIERSCHENK NF. Selective use of online literature searching by a drug inform 
ation service. Am J Hosp Pharm 1983 Feb;40(2):257-9. 


1982 


The clinical librarian project at Guy's Hospital. Final report. British Library Research 
and Development Report no. 5731. 1982? Available from Publication Section, British Lib- 
vary Lending Division, Boston Spa, Wetherby, West Yorkshire, England LS23 78Q. 


Clinical librarian quarterly. vol. 1, Sept. 1982-$15.00/year. Send check made out to € 
"Children's Memorial Hospital Fund #9305" to Director, Joseph Brenneman Library, 2300 
Children's Plaza, Chicago, Il 60614, U.S.A. 


DUWORS E; MARSHALL JG; MOORE G. Canadian information resources and services in gerontol- 
ogy and geriatrics. Special Collections 1982(3/4):119-29. Pages 125-29 discuss the 
rele of the CL in a chronic care setting. 


GERRITY MR; WILLOUGHBY TL. The role of the medical librarian in the use of a MeSH- 
indexed computerized test question bank. Bull Med Libr Assoc 1982 3ul;70(3): 305-9. 


GROSE NP; HANNIGAN GG. A clinical librarian program in a family medicine residency. 
J Fam Pract 1982 Nov;15(5}:994, 998. 


HARMON G; VICTORY M; HARVEY S. Anticipating clinical information needs: preclinical 
primers for the clinical medical librarian. Bull Med Libr Assoc 1982 Apr; 70(2):239~41. 


HATFIELD SM; IFSHIN SL; ABRAMOWITZ PW. Hiring drug information personnel. Am J Hosp 
Pharm 1982 Feb; 39(2):288-91. 


KIDDER AJ. Clinical librarian program (letter). J Med Educ 1982 Jun;57(6):503. 


MARSHALL JG. McMaster University Health Sciences Library and Hamilton Public Library. In 
Rees AM, ed. Developing consumer health information services. New York: Bowker, 1982. 
p. 154-71. 


WHITE AA. 3d; KOLISCH ME; MCBRIDE ME. A system for the management of clinical information 
in orthopaedics. Clin Orthop 1982 Apr; (164):154-9. 


1981 


HUTCHISON S; MALAMUD J; STEARNS NS; MOULTON B. Preselecting literature for routine deli- 
very to physicians in a community hospital-based patient care related reading program. 
Bull Med Libr Assoc 1982 Apr;69(2):236-39. 


& 
NG L. Clinical librarianship project at the Children's Hospital of Eastern Ontario. 
Unpublished research paper. University of Western Ontario, School of Library and Inform- 
ation Science, May 1981. 


MARSHALL JG; NEUFELD VR. A randomized trial of librarian educational participation in 
clinical settings. J Med Educ 1981 May;56:409-16. 


SARKIS J; HAMBURGER SC. Clinical medical librarians (letter). South Med J 1981 Aug; 74(8): 
1035. 


SARKIS J; HAMBURGER S. The impact of the clinical medical librarian on medical education. 
J Med Educ 1981 Oct;56(10):860-62. 
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SCURA G; DAVIDOFF F. Case-related use of the medical literature; clinical librarian 
eervices for improving patient care. JAMA 1981 Jan 2;245(1):50-52. 
1980 


BORLAND JE. Clinical medical librarianship; librarians as members of the health care 
team. Unpublished research paper, University of Minnesota, June 1980. 


CLEVESY SR. A modified clinical medical librarian program for the community hospital. 
Bull Med Libr Assoc 1980 Jan;68(1):70-51. 

Pcs B; TIMOUR JA. A clinical program for in-service nurses; a preliminary report. 
Bull Med Libr Assoc 1980 Jul;68(3):293~4. 


GUNNING JE; FIERBERG J; GOODCHILD E; MARSHALL JR. Use of an information retrieval serv- 
ice in an obatetrics/gynecology residency program. J Med Educ 1980 Feb;55(2):120-23. 


JOHNS MA. Application of a computerized information retrieval system for patient care 
management; the CML concept. Proceedings of the Fourth Annual Symposium on Computer 
Applications in Medical Care Pt 1. Washington, DC, 2-5 Nov 1980. (NY, IEEE, 1980) 

p- 325-29. 


KIDDER A. Survey of clinical librarian programs. Unpublished survey, Springfield, IL, 
University of Southern Illinois, Oct 1980. 


MARSHALL JG. Clinical librarianship in Canada. Paper presented at the Fourth Inter- 
national Congress on Medical Librarianship, Belgrade, Yugoslavia, September 1-5, 1980. 


MARSHALL 3G; NEUFELD VR. An evaluation of the librarian's educational role in patient care 
settings. Final report. Ontario Ministry of Health, Demonstration Model Grant 378, 
June 1980. Available on ILL from the McMaster University Health Sciences Library. 


PORT JS. Continuing education in information retrieval techniques for clinicians. Bull 
Med Libr Assoc 1980 Apr;68(2):238-40. 


WHITE AA; SAVIT ME; MCBRIDE ME. Clinical information coordinator; a new information 
specialist role for medical librarians. Bull Med Libr Assoc 1980;68(4):367-69. 


1979 


BYRD GD; ARNOLD L. Medical school graduates’ retrospective evaluation of a clinical 
medical librarian program. Bull Med Libr Assoc 1979 Jul;62(4):308-12. 


CALLARD JC. The medical librarian's role as adjunct faculty member of a college within 
BDhealth sciences center. Bull Med Libr Assoc 1979 Oct;67(4):399-400. 


CBRANG SMS. Comparison of clinical librarianship programs:who do they serve? Thesis AM, 
University of Chicago, 1979. 112 p. 


CLINIWORTH WA, et al. Continuing education and library services for physicians in office 
practice. Bull Med Libr Assoc 1979 Oct;67(4):353-58. 


CRAMPTON JE. The instructional clinical librarian. Paper presented at the 79th Annual 
Meeting of the Medical Library Association, Honolulu, Hawaii, June 2-7, 1979. 


EPSTEIN B. Clinical librarian program in a psychiatric consultation liaison service. 
Paper presented at the 79th Annual Meeting of the Medical Library Association, Honolulu, 
Hawaii, June 2-7, 1979. 
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FARMER J; GUILLAUMIN B. Information needs of clinicians: observations from a CML pro~ 
gram. Bull Med Libr Assoc 1979 Jan;67(1):53-54. 


LAWRENCE GG. CML: clinical medical librarian. Online 1979 Jul;3(3):60-63. 

LAWRENCE GG. Satellite learning resources centers and the clinical medical librarian. 
Paper presented at the 79th Annual Meeting of the Medical Library Association, Honolulu, 
Hawaii, June 2-7, 1979. 


MARSHALL JG. Clinical librarians join health care team to provide information directly. € 
Canadian Library Journal 1979 Feb/Apr; 36(1/2):23-28. 


MARSHALL JG. Clinical librarianship in Canada. Bibliotheca Medica Canadiana 1979 1(1): 
10-15. 


MARSHALL JG. The information needs of patients with Crohn's Disease. Patient Counsel- 
ling and Health Education 1979 Sum/Fall;1:142-45. 


WILKIN A. Experimental clinical librarian service. Paper presented at "Medical Library 


and Information Research"; a LIRG Seminar, 27 Feb 1979. Reported in CRUS News 1979 
Mar;6:21. 


FROM THE HEALTH SCIENCES RESQURCE CENTRE, CISTI 


~- MARILYN SCHAFER 
Head, HSRC 


I. High Tech in Health Libraries 


The call for information on terminal usage and microcomputer usage which 
appeared in the v. 5 no.1 1983 of this publication received very little 
response. If you are using a microcomputer, in particular, for any application 
at all in your library, please let us know. We'd like to hear from you. 


Health Sciences Resource Centre 

Canada Institute for Scientific and Technical Information 

National Research Council & 
Ottawa, Ontario K1A 0S2 

613-993-1604 

CISTI.HSRC 


Tl. MEDLARS Introductory Courses 


March 14 - 16 (Fr.) cISTI 
April 9-11 (Eng.} CISTI 
May 30 - June 2 (Eng.) Toronto (Tentative) 


(people from outside Ottawa-Montreal-Toronto 
triangle will be given priority) 

August 15 - 17 (Eng.) CISTI 

September 26 - 28 (Eng.) CISTI 
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III Good News 


Dianne Kharouba and Suzanne Maranda will both be on maternity leave 
“during the period from mid-April to late September. I am sure that you 
will join with me in wishing them both the very best. 


DU CENTRE BIBLIOGRAPHIQUE DES SCIENCES DE LA SANTE, ICIST 


- MARILYN SCHAFER 
Chef, CBSS 


I. Nous avons regu trés peu de réponses & notre demande d'Information sur l'utilisa- 
tion des terminaux et/ou micro-ordinateurs dans les bibliothéques de la santé au 
Canada, paru dans le numéro 1, volume 5 de cette publication. Si vous utilisez, 
en particulier, un microordinateur, pour qelque application que ce soit dans votre 
bibliothéque, veuillez nous le faire savoir. Nous attendons de vos nouvelles! 


Centre bibliographique des sciences de la santé 

L'Institut Canadien pour l'information scientifique et technique 
Conseil national de Recherche 

Ottawa, Ontario K1A 082 

(613) 993-1604 

CISTI. HSRC 


II. Cours d'introduction MEDLARS 


14 - 16 mars (frangais) IcIsT 
9 ~ 11 avril (anglais) IcIsT 
30 mai - 2 juin (anglais Toronto (provisoire) 


(mous donnerons la priorité 4 ceux qui vivent en dehors du 
triangle Ottawa-Montréal-Toronto) 
15 - 17 aoft (anglais) ICIST 
> 26 - 28 septembre (anglais) IcIsT 


III. Bonne nouvelles 


Dianne Kharouba et Suzanne Maranda seront toutes les deux en congé de maternité 


de la mi-avril 3 la fin septembre. Nos meilleurs voeux les accompagnent. 
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WHO TRAVEL FELLOWSHIPS: A REPORT 


~ KATHY EAGLETON 
DIRECTOR OF LIBRARY SERVICES 
BRANDON, MANITOBA 


Several moons ago, an advertisement in a Canadian health care journal caught my 
eye, I carefully stashed away the information in the back of my head, since at that time 
I had no justification for acting upon it. Several moons later, and now two years ago, 
I dug out the information and put it to work. 


The advertisement had been for WHO Travel Fellowships and had been placed by the 
Intergovernmental and International Affairs Department of Health and Welfare Canada, who 
act as the Canadian intermediary. It is apparent that very few people in the health 
field are aware of these opportunities and this arcicle will hopefully serve as an intro~ 
duction. 


One of the ways in which WHO endeavours to achieve its aims is through the Fellow- 
ship programme, which provides opportunities for: 


- training and study in health matters which are not available in the candidate's 
own country; 


- the international exchange of scientific knowledge and techniques relating to 
health. 


The Canadian government puts certain of its own stipulations on applicants, in 
addition to the broad parameters stated above. 


My interest was the study of regional library services in the health field, since 
I had an agreement in principle from my own administration to explore the possibility of 
setting up a regional library service out of Brandon General Hospital, to serve the many 
small, rural hospitals which surround us. The principle had been adopted some years 
earlier when a regional pharmacy service had been established. 


It was apparent that very little formal work had been done in this field in Canada, 
and what was extant was basically limited to an urban setting. I therefore had a just- 
ifiable reason for travelling to a country which had had some experience in this area. My 
choice could have been the U.S., but I was reluctant to use this as a field of study due 
to the very different philosophical and funding patterns of health care there, I there- 
fore decided on the United Kingdom, where regional library services per se had been in 
operation for many decades, and in the health library field were being developed in several 
NHS Regions, following the early lead of Northern Ireland. In addition, the National 
Health Service provides as close a health care system to our own as can be found. € 


My application specified the Regions which I wished to visit, I did as extensive 
veading as was possible to establish the population patterns and number of medical schools 
in the various Regions, as well as the then state of development of regional health library 
services. Some of this information was skimpy, some amply represented, and generally 
teflected the state of the art of a Region. 


I suggested various contacts in the health library field and in fact set up my own 
itinerary. When the (very) slow Process of approval was complete, I was scheduled to visit 
all the Regions which I had specified and in addition, some areas and libraries which the 
U.K. personnel had recommended be added. All additions to the itinerary proved useful. 
Thad asked for a six week study tour and that is what was approved. All arrangements were 
made by the Washington office of WHO, through their European office in Capenbagen, who in 
turn dealt with the U.K. Department of Health and Social Services and that wonderful inven- 
tion, the British Council. 
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I perhaps had something of an advantage in approaching the task in that I had 
“grown up" in the British library system and knew the general patterns. However, I had 
no experience in the health library field. The welcome was typically “British” for one 
coming from the Commonwealth, and I was greeted everywhere with generosity and a willing- 
ness to share whatever information and experience was available. Whilst the provision 
of health care was in many ways similar to the Canadian experience, the vast difference 
in population and geographical size made direct comparisons difficult, but possible. 


In choosing my Regions, I looked for those with well-developed or under-developed 
rc: and those with only one medical school acting as the focus for library services. 
tried to find those with as rural a population as possible; this was very nearly impos- 
eible in Canadian terms. In this, I attempted to set up paralleis with the S.W. region 
of Manitoba. The Regions which I visited did provide a surprising divergence of library 
development. Each appeared to have developed according to histerical events and the 
strengths and direction brought by personnel both within and without the library sphere. 


What has been the outcome? 


The required report will shortly and very belatedly be finished. I have been able 
to share my experiences with several groups, adapting my talk to their particular inter- 
ests. My six weeks covered some of the most eventful weeks in recent British history - 
the Falklands War, the first visit of a Roman Pontiff to Rome's breakaway State, England's 
play in the world soccer finals with the prospect of having to meet Argentina (it didn't 
happen), and one of the lengthiest slow downs in the health care field, in protest of the 
Government's wage offer. I was able not only to learn much about the health library 
services, but also about the workings of the National Health Service and the changes it 
is undergoing. This provides a perspective on the Canadian scene which is most valuable. 


And what of the primary objective? 


We are in the process of offering a beginning service in audiovisual software to 
hospitals in the Westman Region. This is a service which we have been supplying under 
special arrangements to two hospitals for the past two years. 


This will be followed by a needs survey and consultation with other agencies which 
presently provide service to some sectors of the health community. It looks as though, 
should a regional service develop, it will evolve very much as in the British tradition, 
i.e., following local historical patterns and developing around the strengths and direc~ 
tion of personnel involved. 


Readers who are interested in investigating the possibilities of a WHO Travel Fellow- 
ship should contact the appropriate department of Health and Welfare Canada, and enquire 
% to present status of the programme.... 
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BIBLIOTHEQUES. ..SANS USAGERS: 
COMMENTAIRES APPORTEES LORS DE LA PRESENTATION FAITE PAR LA SECTION SANTE 
LE 28 OCTOBRE DERNIER 


~ MARYSE BOYER 


En 1983, 1'ASTED (Association pour l'avancement des sciences et techniques de la 
documentation) fétait ses dix ans et le théme du congrés annuel était "Au-deld de 6 
l'information: la communication". Ainsi donc, les congressistes réunis du 27 au 30 
octobre & 1'Hétel Mont-Royal ont pu s'enrichir en participant a divers ateliers traitant 
tantét des nouvelles technologies, tant6t des relations publiques dans les bibliothéques, 
tout cela dans le but de favoriser un meilleur service 4 l‘usager. 


En 1982/83 les membres du Bureau de la Section Santé étaient: Robert Aubin, 
Maryse Boyer, Louise Deschamps, Johanne Hopper, Camil Lemire. 


La Section Santé a tenue ses activités le 28 octobre, soit un atelier et 
l'assemblée générale annuelle. L'atelier s'intitulait “Bibliothéques...sans usagers” 
et l'objectif visé était d'évaluer les moyens susceptibles d'augmenter la fréquentation 
et l'utilisation des ressources de la biblioth@que ou du centre de documentation. L'ate- 
lier se divisait en deux parties. En guise d’introduction au théme des membres du bureau 
de la Section, ont démontré de fagon bumoristique, différentes attitudes prises par le 
personnel d'une bibliothéque face 4 la clientéle. Nous nous soumes inspiré pour ce faire, 
d'un texte écrit par Barbara Greeniaus, publié dans Bibliotheca Medica Canadiana et 
intitulé "Librarian health professional interface". Cette premiére partie 4 but "déclen- 
cheur' fut suivie d'un regroupement des participants en cing équipes, en vue de discuter 
sur le théme. Les discussions furent trés animées, chacun y apportant son expérience et 
c'est le résumé des ces échanges que nous voulons vous présenter. 


Il est trés important de bien démontrer notre réle 4 titre de “pourvoyeur" de 
services auprés de la clientéle. Voici comment y arriver: 


1. Attitude 


accueillir l'usager de fagon 4 ce qu'il vous sente ouvert, disponible, & 
l'écoute; conserver cette attitude avec tous les usagers sans discrimination; 
sensibiliser les membres de votre personnel, s‘il y a lieu 


. orienter, initier l'usager peu familier aux outils de recherche disponibles tels 
le catalogue sur fiches, les index de périodiques etc. 


+ tre dynamique avec les individus qui forment le comité de la bibliothéque, € 
susciter leurs suggestions, leur engagement 


+ impliquer l’administration en place en la tenant au courant des objectifs visés 
et des réalisations de la bibliothéque 


- s‘impliquer dans 1'institution; participer 4 divers comités qui vous permettront 
de vous faire connaftre. Vous serez également mieux placé pour connaftre les 
nouvelles orientations de l’institution. 


Greeniaus, Barbara, "Librarian health professional interface", Bibliotheca Medica 
Canadiana, 1982; 4(2): 32-36 


2. 
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Politiques 


&tablir des politiques écrites qui d&étermineront les priorités et le réle de 
chacun des intervenants soit le personnel de la bibliothéque et l'usager 


d&éfinir clairement les services auxquels les usagere sont en droit de e'attendre 


signifier que la bibliothéque est un bien collectif, seneibiliser les usagers 4 
cette optique 


étre conséquent, éviter de passer outre aux politiques pour favoriser un individu 
ou un service au dépend d'un autre 


Services 


faire un étude des besoins pour s’assurer de bien y répondrent; répéter cet 
exercise occasionnellement pour pouvoir tenir compte de 1'évolution des besoins 


publiciser les services qu'on est en mesure d'offrir et éviter de créer des 
attentes sans étre capable d'y répondrent 


profiter des divers moyens mis & sa disposition pour publiciser les services 
offerts et rejoindre le client chez lui: initiation a la bibliothéque, rencon~ 
tre du personnel, affichage sur les babillards, chronique dans le journal 
publié par l'institution, diffusien de bibliographies, liste des nouveautés, 
tirés & part, rapports de congrés etc. 


informer le personnel de la performance de ia biblioth@que en diffusant diffé- 
rents rapports-statistiques 


offrir des services personnalisés par exemple, diffusion d'information selon des 
profils d'intérét pré-établis 


établir un équilibre en ce qui concerne l‘importance de temps accordé aux serv- 
ices techniques et aux services publics; négliger continuellement les taches 
techniques risque de provoquer une accumulation de travail et 4 la longue un 


piétre service & l'usager 


favoriser la participation des usagers et susciter leurs suggestion sur les 


aspects A améliorer, les documents &@ se procurer etc. 


evaluer ponctuellement l'efficacité des services offerts 4 la clientéle; cesser 
de fournir un service alors qu'un autre pourrait mieux répondre aux besoins. 


Moduler les services selon les changements d'orientation de l'institution et la 


clientéle 


Localisation 


influencer le choix d'un site pour établir la bibliothéque afin que cette derniére 
soit le plus prés possible de la clientéle potentielle 


réserver des espaces de travail et de lecture pour la clientéle 


réserver des espaces suffisants pour les différentes taches exécutées par le 
personnel de la bibliothéque 


e’assurer qu'il n'y a pas aux alentours des sources potentielles de bruit; avoir 
un éclairage suffisant 
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rendre les lieux accueillants grace 4 un mobilier adéquat et comfortable 


L’objectif visé par le personnel de la bibliothéque devrait @tre de fournir un 
service adéquat pour répondre aux besoins tout en considérant les ressources et moyens 
disponibles. 


* * * * * * 


CLA INTEREST GROUP ON LIBRARY SERVICES TO THE DISABLED 


- KATHELEEN M. ELLIS 
Convenor 
Canadian Librarian Association 
Interest Group 
Library Services to the Disabled 


The Canadian Library Association Interest Group on Library Services to the Disabled 
is interested in making contact with all libraries and librarians, resource centres and 
information services involved in providing services to disabled users. 


TERMS OF REFERENCE: 


- Acting as a forum for exchange of information pertaining to the development of 
library service to disabled users in Canada; 


- Promoting awareness and visibility of the needs of print~handicapped users within 
and beyond the library profession; 


~ Actively involving consumers and consumer groups in provision of library and inform 
ation services to disabled users. 


ACTIVITIES: 


- Representations to the Federal Government concerning revisions to the Copyright 
Act which will affect the provision of material in alternative formats such as 
Braille and “talking books"; 


- Workshops on "Library Programming” and "Computer Technology” and their respective 
applications to disabled users (in planning stages to be held at Canadian Library 
Association Conference in June 1984). 


Convenor for the Interest Group is Kathy Ellis, Librarian for the Disabled Living 
Resource Centre (DLRC) in Vancouver. The DLRC, funded and operated by the Kinsmen Rehab— 
ilitation Foundation of B.C., provides a comprehensive information and referral service 
for disabled people and those associated with them with its Aids Display Centre and com@ 
puterized information and retrieval capabilities and databank. 


The Canadian Library Association Interest Group on Library Services to the Disabled 
welcomes reaction and participation from all Libraries, Resource Centres, Information 
Centres, etc., involved in information provision and service to disabled users. 


Please direct your inquiries to: 


Kathy Ellis, Convenor Tel. (604) 736-8841 (voice) 
CLA Interest Group for Library Services to the Disabled (604) 738-0603 (TDD) 

c/o Disabled Living Resource Centre, 112-800-663-1555 (In-wats- 
Kinsmen Rehabilitation Foundation of B.C. B.C.) 


2256 West 12th Avenue, 
Vancouver, B.C. 
VeK 2N5 
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WEARING TWO HATS - LIBRARIAN/MANAGER: REPORT ON THE UNYOC NEETING 


- SUSAN M. MURRAY 
Dental Library, 
University of Toronto 


The 19th Annual Meeting of the Upstate New York and Ontario Chapter of the Medical 
Library Association (UNYOC/MLA) was held at the Toronto Chelsea Inn from October 12-15, 
1983. “Wearing Two Hats: Librarian/Manager" was the conference theme, exploring the 

gee roles of many librarians. 


The four days were divided as follows: 


- the National Library of Medicine Update on Wednesday, followed by a welcome recep- 
tion 

- speakers and exhibits on Thursday | 

- speakers and exhibits on Friday morning, tours of local libraries in the afternoon, 
and an evening introductory session on Consumer Health Education 

- continuing education courses on Saturday. 


There were eleven exhibitors at the meeting: Wallaceburg Binders, Login, McAinsh, 
3-M, Canebsco, Readmore, University Microfilms, Faxon, Saunders, Mosby, and the Medical 
Library Association. Three continuing education courses were offered: CE 531 Basic 
Media Management - Software; CE 669 Assertiveness and Human Relations Skills; UNYOC/FLIS 
Consumer Health Education: a Workshop for Health Sciences and Public Librarians (jointly 
sponsored by the Faculty of Library & Information Science at the University of Toronto 
and UNYOC). 


Conference speakers included a Provincial Health Assistant Deputy Minister, a 
management consultant, a development and training director, a hospital administrator, as 
well as a number of librarians drawn from a variety of situations. Although the speakers 
addressed management from a diversity of perspectives, several key concepts emerged: 


- a4 good manager must set goals and priorities for short and long-term planning; 

- a good manager must listen to his/her employees; 

- participatory management can be the most effective management - ask the employee's 
help in solving problems; 

~ manage as you would like to be managed. 


In his welcome to conference participants, Dr. Boyd Suttie, Assistant Deputy Minister 
of Public and Mental Health for Ontario, sketched an overview of the Ontario health system. 
He stressed the changes - legislative, technological, etc. - to come as the province 
tries to adjust to serving an aging population and achieve a balance between institutional 
a community-based services. 


Dean Katherine Packer, Faculty of Library & Information Science at the University of 
Toronto, directed her keynote address to an exploration of her own experiences in being 
managed, the problems that medical librarians face, and relating the two. She did not 
believe that a combined MLS/MBA was the magic solution: rather, librarians should con- 
tinue their own administrative education by combining continuing education with involve- 
ment in professional organizations. 


“Managing your manager" was an interesting twist on the conference theme examined by 
Patricia Adams, President of Tri-Com Communications Limited. If image is a problem of 
librarians, she admonished, it is in many ways a problem of our own making. She encour- 
aged us to go after the non-book lovers. Top priority should be educating our managers 
of the importance of the librarian in the organization. Librarians should: determine the 
power sources in the organization, sell yourself, keep a sense of humour, use judgement 
to handle the small issues, be loyal, and fight for recognition. It may be a painful 
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process, but we must climb out of our complacent ruts and prove that we are indispen-— 
sable. 


Robert Boyd, Director of Development & Training for Canron Incorporated, probed the 
complex issue of employee relations. He explored motivation factors affecting job 
attitudes; value programming, i.e. an understanding of people in groups in relation to 
the ethical standards of the era when they were "value programmed"; and significant 
emotional events as a tool in realizing human potentisl. Mr. Boyd introduced the situa- 
tional leadership model, which takes into account: 1) the task or goal at hand; 2) deter- 
wining the maturity level of the follower or group relevant to the task; 3) lining up ty 
waturity level with the leadership style curve ~- the point where the lines meet is the 
most effective leadership style appropriate for that follower or group. 


A panel discussion of employee relations followed Mr. Boyd's talk. Gale Moore, 
Book Selector in Health & Life Sciences at the University of Toronto Library, served as 
the panel moderator. The panelists were: June Glaser, librarian at the Basil G. Bibby 
Library at the Eastman Dental Center; Claire Callaghan, Director of Library Services at 
the Canadian Memorial Chiropractic College; Gwynneth Heaton, Head of the Science & Med- 
icine Library at the University of Toronto; and Robert Boyd. June Glaser favoured a 
participatory management style, particularly in a small library where staff interaction/ 
job enrichment can free you for more involvement in your own organization or in outside 
professional organizations. Claire Callaghan spoke more generally on management and 
listed sixteen points for being a good manager. Gwynneth Heaton enlightened us to the 
problems of managing a large library: job descriptions/unionization sometimes prevent 
providing extra responsibility to interested and capable employees. She thought that 
it was especially important to be open with the staff - level with them when there are 
crises and cutbacks. Robert Boyd reiterated the need for a manager to set a good example 
and to show respect for the individual. He quoted the eight attributes of excellence 
from In Search of Excellence by T.J. Peters and R.H. Waterman, Jr. This book about the 
best-run companies in North America was also cited by Patricia Adams. 


On Friday, Michae) Park, Assistant Administrator of Institutional Services at Women's 
College Hospital, spoke on the hospital library from the administrator's point of view. 
He suggested that the library do an annual market/user survey to see how the library 
was perceived in the organization. When the library provides substantial services to 
a particular department, perhaps send a follow-up memo and put a cost on the service. 


Most people in the organization, Mr. Park maintains, don't know what the library does - 
the library needs to reach out. 


“Evaluating librarians" was discussed by Peggy Walshe, Head of the Science & 
Technology Division at Metropolitan Toronto Library. She found very litrle library 
literature on this topic. In the business literature, views on performance reviews 
show a shift from an emphasis on the supervisor to the employee having the Fespons og” 
for job performance goals. Supervising librarians need to develop their counselling 
and behavioural skills in order to interview potential employees and evaluate present 
employees. 


The four day annual meeting attracted 149 participants: 47 from the United States, 
5 from Montreal, and 98 from across Ontario (Sudbury, Thunder Bay, Kingston, London, 
Ottawa,Toronto). The major complaint was that the facilities were cramped, particularly 
in the exhibit/coffee area. Conference space is at a premium in Toronto for "small" 
groups under 200: this restricted the organizers to the Chelsea Inn or risk a last 
minute cancellation at one of the larger downtown hotels. The other major criticism 
was that speakers did not start on time and sessions ran late. An American attendee 
reported that she had to go to three banks to obtain a Canadian money draft and was 
charged a $10.00 service charge! For all of these annoyances, the organizers sincerely 
apologize. But there were also many positive comments: "Excellent planning by the 


142 


Ontario group." "You guys did a wonderful job. You were able to put everyone at ease 
and made the meetings not only informative and educational but also fun!" And a 
succinct "Bravo!" 


CHAPTER REPORTS 
- HEALTH LIBRARY ASSOCIATION OF B.C. 


Vancouver was the spot for the 1983 annual meeting of the Pacific Northwest Chapter/ 
Medical Libraries Association. The conference, held Oct. 13-15, attracted a total of 
106 delegates from Alaska, Alberta, Montana, Idaho, Oregon, Washington and British Colun- 
bia. The HLABC hosted a reception at the Vancouver Public Aquarium to give attendees a 
special welcome to our province. 


The B.C. Library Association is hoping that a new edition of Focus, a directory of 
B.C. library services will be available for purchase in the early spring. This public- 
ation will have new indexes which will allow the user to access information either by 
collection subject or by library type. Watch Feliciter for an announcement, or contact 
Jim Looney, Library Services Branch, L50 - 4946 Canada Way, Burnaby, B.C. VSG 4H7 for 
further information. 


The BCHLA Newsletter has undergone a title change and is now known as the HLABC Forum. 
Cathy Rayment and I are sharing the editorial desk. 


One of our number has had a paper published recently. Johann A. van Reenen is 
librarian at Royal Jubilee Hospital in Victoria. His article is: “Quality assurance: 
introduction to terminology and literature." van Reenen, J.A. Hospital Trustee 1983 
Nov Dec;7(6):18-21. 


- MANITOBA 


. JILL BROWN 
CORRESPONDENT 


Over the past months, our new Area Library Coordinator, Judy Inglis, has been busy 
conducting workshops. The latest, an introduction to microcomputers, was held at the 
Faculty of Medicine, University of Manitoba, on January 19, 1983. Conducted by both 
Judy and Michael Tennenhouse, MHLA President elect, it covered the basics of microcomputer 
operation as well as giving everyone a chance to try a selection of software packages. 

The good turnout for this workshop seems to indicate that the MHLA membership is con- 
cerned with new technology. 


MHLA will, once again, be taking part in the Manitoba Health Organization Conference 
to be held on April 9th. In keeping with the MHO Conference theme of HEALTH IN THE 
EIGHTIES - A FUTURE PERSPECTIVE, the MHLA theme is HEALTH LIBRARIES OF THE FUTURE. Homer 
Warner, head of the Department of Medical Biophysics and Computing at the University of 
Utah School of Medicine, has been invited to discuss this topic. 
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"84 CONGRES DE L’ABSC 
TORONTO - ALLONS - yY! 


Tl ne nous reste que quatre mois avant juin. Nous esperons que vous avez retenu A 
vétre calendrier les jours du 3 au 6 juin en guise de séjour ici 4 Toronto. 


Nous sommes trés excités a l’idée de cette huitiéme recontre annuelle. Et cela pour 
plusieurs raisons: 


1. le sujet de cette conférence - techniques de pointe-spécialement & L’égard du s 
rapport de Matheson/Cooper. 

2. Les education permanente sont aussi agencés aux besoins actuels... 
-"Quality Assurance’ en Bibliothéques des Hépitaux 
~ Littérature de "Allied Health" 
- Ateliers de Micro-ordinateurs 

3. La ville de Toronto sera 1'héte du festival musical du monde durant le mois de 
juin. Ceci est aussi la plus grande f&te musicale qui a jamais eu lieu au Canada. 
Il y aura concerts, piéces de théatre, ballet - A votre gott: Planifiez d’avance 
& fin d'assister A quelques'uns de ces grands évenéments. Le formulaire d‘inscrip- 
tion vous sera envoyé d&s la premiére semaine du mois de mars. 


Parlez ~en avec vos confréres et pendant que vous y &tes, prenez une vacance. 


oer eeeacccsee Esperons vous voir 4 Toronto au mois juin eteiarart. 


"84 CHLA CONFERENCE 
TORONTO « . . HERE WE COME! 


June is less than four months away! We are hoping that you have already circled 
June 3-6 on your calendar as days tobe spent here in Toronto . We are very excited about the 
8th annual meeting for several reasons: 


1. the theme of the conference - High Tech ~ is very relevant...especially with 
regards to the Matheson/Cooper report. 
2. the C.E. courses are also geared to today's advances... 
~ Quality Assurance in Hospital Libraries 
- Literature of Allied Health 
~ Microcomputers Workshop @ 
3. Toronto will be hosting the International Music Festival during the month of 
June. This is also the largest music festival ever to be held in Canada. Con- 
certs, plays, ballet - take your pick! Plan to attend some of the fabulous 
events. 


The pre-registration packets will be mailed to you by the first week in March. Start 


spreading the word to all your colleagues and plan a holiday around the conference. 
There's lots to see and do in Toronto. 


Hope to see you in Toronto in June ......... Ber rie aie eee 
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NEW PUBLICATIONS 


CANADIAN NURSES ASSOCIATION 


Nursing Programs and Entrance Requirements at Canadian Universities, 1983/84. $3.00 


Entrance Requirements for Diploma Schools of Nursing and Schools of Practical Nursing, 
1983/84. $1.00 


Hontinuing Education for Nurses: Short-Term Nursing Courses in Canada. Fall 1983. $4.00 
Index of Canadian Nursing Research, 1982. $5.00 
Index of Canadian Nursing Research, 1983 supplement. $1.00 


Suggested List of Periodicals in Nursing for the Health Science Library in Canada. 1983. 
Free. 


List of Canadian Periodicals in Nursing. 1983. Free. 


Please contact: 


Order Department 
Publications 

Canadian Nurses Association 
50 The Driveway 

Ottawa, Ontario 

K2P 1E2. 


BGH - 100: A HISTORY OF THE BRANDON GENERAL HOSPITAL, 1883-1933 


This bock traces the hospital's development through the decades since its incorp- 
oration, in an entertaining but factual style. It will be of interest to those associ- 
ated with the hospital in the past and present, as well as descendants of early health- 
care pioneers, and those interested in the developmental stages of a community hospital. 


Price: $17.50 
Add $3.00 for mailing and handling charges. 


Address orders to: 


BGH History Book 
Brandon General Hospital 
150 McTavish Avenue East 
Brandon, Manitoba 

R7A 233 


wPitine HOSPITAL LIBRARY DIRECTORY 


The Nova Scotian chapter of CHLA has published the first edition of its "Hospital 
Libraries Directory of the Maritime Provinces". This is a compilation of the results of 
a questionnaire sent to all Maritime Hospitals in 1982. Hospitals are listed alphabet- 
teally by Province and town. The entries consist of number of hospital beds, library 
hours and services, library staff, size of journal and book holdings, major indexes, and 
A/V equipment. This information will enable users to compare library service with hos- 
pital size in the three provinces. The NSHLA newsletter will include tear sheets on which 
updates of this information can be sent for inclusion in the next edition. 


The Committee of Verona Hall (Camp Hill Hospital Library), Gene Pelchat & Hulda Trider 
(Kellogg Health Sciences Library) are to be congratulated on their production of this work. 


To Order: Send a cheque ($5.00) payable to Nova Scotia Health Libraries Assoc., to Eliz— 


abeth Foy, Treasurer, N.S.H.L.A., Kellogg Health Sciences Library, Dalhousie University, 
Halifax, N.S. B3H 4H7 


BUREAU BE DIRECTION DE L’ABSC / CHLA BOARD OF DIRECTORS 


BARBARA GREENIAUS, President MARILYN HERNANDEZ, Director 
Director, Educational Resources NA.157 Health Library 
Health Sciences Centre Room 202 
700 McDermot Ave. 880 Portage Avenue 
Winnipeg, Manitoba Winnipeg, Manitoba 
R3E 0T3 R3C OPL 
DAVID CRAWFORD, Vice-President CAROL MORRISON, Director ry 
Medical Library, McGill University Library 
3655 Drummond Street Ontario Cancer Institute 
Montreal, Quebec 509 Sherbourne Street 
H3G 1Y6 Toronto, Ontario 
M4X 1K9 
ANN MANNING, Past President 
Kellogg Health Sciences Library BONITA A. STABLEFORD, Editor BMC 
Dalhousie University Library Services Division 
Halifax, Nova Scotia Heaith Protection Branch 
B3H 487 Dept. of Health and Welfare 
Ottawa, Ontario 
DONNA DRYDEN, Treasurer K1A O12 


Peter Wilcock Library 
Charles Camsell General Hospital 


12815-115 Avenue CHLA OFFICIAL ADDRESS: 
emia Alberta CHLA 
Box 983 
tpt 

SANDRA LANGLANDS, Secretary Rae tee 
Book Selection Dept., Robarts Library RIA sae © 
University of Toronto 
Toronto, Ontario 
MSS 1A5 
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CORRESPONDANTS DE BMC / BMC CORRESPONDENTS 


PATTI-REAY STAHL WILLIAM OWEN 

University of British Columbia W. K. Kellogg Health Sciences Library 
St. Paul's Hospital Dalhousie University 

1081 Burrard Street Halifax, Nova Scotia 

Vancouver, British Columbia B3H 4H? @ 
V6Z 1X6 


JILL BROWN 

Library Services 
Health Sciences Centre 
700 McDermot Avenue 
Winnipeg, Manitoba 
R3E OT2 


